I mproving health care outcomes is difficult, and we have known for many years that successful efforts are more likely to involve a blend of approaches rather than a single "silver bullet." 1 Over the past 15 years, dozens of published trials have supported use of the multipronged "collaborative care" model as an effective strategy for improving treatment outcomes for depression [2] [3] [4] as well as for a variety of other chronic medical conditions. 5 Based on the Wagner Chronic Care Model, collaborative care involves active follow-up by a non-physician allied health professional "care manager" who supports patients with the time and frequency of contacts necessary to educate them about their illness and evidence-based treatment options; involves primary care physicians as active participants in their patients' care; and proactively monitors patients' response to therapy and suggests adjustments in care when indicated. Yet despite the proven efficacy and cost-effectiveness of this approach, collaborative care strategies have yet to be implemented widely into routine practice beyond a few large integrated health care delivery organizations. 6 This lack of implementation may be due to factors ranging from the complexity, effort, and costs associated with the change (e.g., electronic medical records); reluctance by health plans to pay for new treatments and modalities of care delivery (e.g., telehealth); development of novel treatments in isolation from the real world of patient care and attention towards financial profits and losses (e.g., unbillable care manager time); lack of demand for services, particularly by patients who may be stigmatized by their condition (depression); and investigator lack of follow-through or skill with the science of implementation.
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These implementation challenges are not unique to collaborative care. Routine acceptance of beta-blockers, statins, and aspirin following myocardial infarction may take 15 years or more from publication of the major trial demonstrating efficacy to achieve high usage rates in clinical practice. 8 Compare this with a story related to me by a colleague who has a friend in Hollywood: major film studios typically devote one-third of a movie's budget to production and the balance to marketing and distribution. A film must also have a distribution plan before given the "green light" on production. Moreover, compensation of Hollywood producers and directors is based not on their film's critical acclaim (production), but rather on its box office receipts and profits (dissemination and implementation). By contrast, approximately 98% of the cost of the typical research grant goes for "production" and 2% is devoted to "distribution,"
mostly in the form of the traditional academic products of scientific presentations and publications that are valued by university promotion committees. The National Institutes of Health (NIH) spends billions of dollars annually on biomedical research. In response to public concerns about the practical return on its investment, the NIH developed the Roadmap for Medical Research to speed the translation of basic science research into clinical practice. 9 The Roadmap centers on two translation steps: from basic science to intervention development and testing (T1); and from intervention development to implementation in clinical practice (T2). Yet, compared to the resources devoted to basic science, scant resources are devoted to test how best to disseminate strategies that can potentially implement proven effective advances into the community settings where most patients obtain care (T3). 10 Furthermore, the NIH does not fund efforts to convert "prototype" models of care developed under grant-supported conditions into sustainable interventions that can be delivered under real-world conditions, and few investigators have successfully overcome this barrier.
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Closing the gap between research discovery and program delivery is both a complex challenge and an absolute necessity if the U.S. public is to benefit from its investment in new scientific discoveries. In recent years, the NIH and other Federal agencies have devoted increased attention to these issues. For example, the Third Annual NIH Conference on the Science of Dissemination and Implementation, held in Bethesda, Maryland this past March, was a forum to exchange ideas about how best to apply knowledge of proven-effective treatments so as to inform policy and practice and expand the pertinent evidence base. Clinicianinvestigator readers of JGIM may benefit by browsing the conference website 12 and several recent NIH program announcements so as to keep their own work relevant in these times of changing research priorities (e.g., PAR-10-038 and PAR-10-040). New opportunities to close the translational gap are also emerging. As with passage of Medicare Part D, 13 recently passed legislation to overhaul the U.S. health system will provide investigators opportunities and resources to produce time-sensitive research about the impact of these changes. These critical studies will inform policymakers of possible adjustments to new healthcare regulations. Critically, the new health care law will support a center for innovation within the Department of Health and Human Services to test and evaluate ways of improving quality and reducing the cost of health care. These pilot programs are likely to include novel strategies to reorganize and reimburse primary care physicians for providing high-quality chronic illness care, of which collaborative care is likely to be an integral part. 5, 14 Pertinent to the issues of universal access, coordinated care, and increased usage of electronic medical record systems promoted by the Obama Administration are two reports in this issue of JGIM. uninfected patients enrolled in the Veterans Aging Cohort Study (VACS) 15 confirms our prior understanding that severely depressed patients are more likely to be recognized and treated for this condition than less severely affected individuals. It also extends our knowledge to an HIV-infected population receiving care within a single-payer system where clinicians make extensive use of a sophisticated electronic medical record system. Reassuringly, they report the severity of patients' mood symptoms, rather than their HIV-status, is the critical determinant of whether a depression treatment is offered. 16 As screening, feedback, and initiation of depression treatment by primary care clinicians is generally insufficient at improving patient outcomes without an organized system of follow-up, 17 we await a follow-up report from VACS on whether feedback of the depression diagnosis within VA settings that support chronic disease care managers actually improved patient outcomes (e.g., mood symptoms, CD-4 counts, viral loads, survival under 40% of patients received guideline-concordant depression care, and their perceived need and accessibility to care were the greatest determinants to receipt of appropriate treatment. 19 Thus we may conclude from these papers than patient factors are at least as important as system factors in determining delivery of appropriate depression care. Medicine might never match Hollywood in its spending on product implementation. However, as we consider the best methods to improve treatment outcomes, the reports in this issue of JGIM remind us to look to a variety of health care delivery systems to inform U.S. policy as it undergoes substantial changes over the next few years. We look particularly forward to more reports from other countries that provide its citizens with universal access to primary care-centered systems of health care supported by electronic medical record system infrastructures for novel solutions to long-standing challenges. 20 As a nation, we must advance towards the ultimate goal of accelerating adoption and integration of evidence and treatment strategies derived from prototype interventions into our routine daily practices and medical decision-making.
